Electrocardiographic

ST segment changes due to the mad honey intoxication
Sir, Almost all cases of mad honey poisoning have been reported from Turkey. This honey is also used as an alternative treatment method for gastrointestinal disorders, hypertension, coronary heart disease and to improve sexual activity. Grayanotoxins are produced by plants Rhododendron genus. [1] Grayanotoxin (Andromedotoxin), contained in mad honey, should primarily impacts gastrointestinal system but also cardiovascular system side effects are also observed. [1, 2] Typical symptoms of mad honey poisoning are usually on gastrointestinal system. Cardiac side effects such as bradycardia and hypotension are often seen. In this paper, we wish to present a case presented with nausea, vomiting, dizziness, blurred vision complaints and dynamic T wave changes on Electrocardiography (ECG) after ingestion of mad honey. 58 year old male patient was admitted to the emergency department with complaints of nausea, vomiting, dizziness, blurred vision which had begun half an hour after eating honey brought from the Black Sea region in Turkey. The physical examination was consistent with a heart rate of 41 beats per min, respiratory rate of 16/dk and blood pressure of 50/30 mm Hg, the other system examinations were normal. Sinus bradycardia and negative T waves in precordial leads was observed in his first electrocardiogram [ Figure 1 ]. The patient is diagnosed as mad honey poisoning with the story of mad honey consumption by taking into consideration the characteristic findings were evaluated. Parenteral hydration with normal saline was provided. 2 mg atropine was administered by intravenous (IV) route. During follow-up of conservatively treated patient, blood pressure and heart rate returned to normal limits, a normal sinus rhythm ECG with no T wave abnormalities was observed [ Figure 2 ]. Routine laboratory examinations were normal and cardiac enzymes were not elevated at a 12 hrs follow-up. Echocardiographic examination revealed normal systolic and diastolic functions with no significant valvular dysfunction. Follow-up of 24 hrs monitoring of patient, normal vital signs and laboratory tests were observed and he was discharged uneventfully. Typical symptoms of mad honey poisoning are usually on gastrointestinal system. Cardiac side effects such as bradycardia and hypotension often seen. [2, 3] However, atrial fibrillation, AV block, myocardial infarction due to the mad honey were also reported in the literature. [4, 5] The main toxin responsible for the cardiac effects of mad honey poisoning was grayanotoxin (GT)-I. In addition, the GT-II is capable of spontaneous pulse inhibition on sinoatrial node. Grayanotoxin shows the effect of binding to sodium channels in cell membranes. Despite the presence of alarming findings of mad honey poisoning, the symptoms are sufficient to remedy the situation with supportive care consisting of saline infusion, intravenous atropine treatment and electrocardiographic monitoring. [1] In our case, a half-hour after eating a spoonful of honey produced in the Black Sea region, signs of toxicity was started. Acute coronary syndrome were thought to be due to sinus bradycardia and dynamic T wave changes, but no pathological enzyme elevation and chest pain was observed so this diagnosis is excluded. In conclusion, mad honey poisoning should be considered in the differential diagnosis with the existence of unexplained bradycardia, hypotension and electrocardiographic 
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Migration of subclavian venous catheter tip: Patient positioning in ICU makes a difference
Sir, Right subclavian vein cannulation is one of the commonest central venous catheter (CVC) placements carried out in intensive care unit for administration of vasopressors, inotropes, and various other purposes. The CVC catheter tip migration is a known complication seen through infraclavicular approach of subclavian vein cannulation.
The incidence reported is 5.5-24%. [1] There are various factors held responsible for the spontaneous migration of catheter tip such as, "jet effect" of drug injection, increased intrathoracic, intra-abdominal pressures, and mechanical ventilation. [1, 2] The CVC catheter tip placement in various venous tributary systems and structures such as left subclavian vein, left internal mammary vein, azygos vein, hemiazygos vein, lateral thoracic vein, inferior thyroid vein, left superior intercostal vein, thymic vein, pleural cavity, and the jugular foramen is known. [3] CVC malpositioning into left subclavian through right subclavian is also been described in literature. [4] We report a case of spontaneous migration of tip of CVC, after correct insertion in right subclavian vein into the left brachiocephalic vein with change in patient's arm position. A 14-years-old boy admitted to the ICU with history of neck stiffness and fever since 3 days and sudden loss of consciousness. His respiration was supported mechanically with pressure controlled ventilation and PEEP of 6 cm of H 2 O. Vasopressors and inotropes were required for his hemodynamic instability. A CVC (ABLE ® Disposable Triple lumen catheter 7Fr-16 cm length) was placed through the right subclavian vein under ultrasound guidance. The bedside chest X-ray confirmed the position of CVC tip at superior vena cava -right atrium junction [ Figure 1 ]. On day 3, a repeat bedside chest X-ray was taken in sitting position. To achieve a satisfactory view for chest X-ray patient's arm position was repeatedly manipulated through a wide range of arm movement from adduction to abduction of 180° to rotate the scapulae. We noticed that, the tip of CVC migrated to left brachiocephalic vein with exaggerated curve of the catheter under the clavicle [ Figure 2 ].
According to our review of literature, this is the first report of early migration of CVC tip from initial correct position to left brachiocephalic vein. A late migration of CVC tip from its initial position has been proposed to be with a possible explanation of more medial placement of catheters into subclavian vein. [1] This was related to mechanical compression forces in the cervico-axillary area between clavicle, subclavius muscle, costocoracoid ligament anteriorly and first rib, and anterior scalene ligament posteriorly. [2] Our CVC catheter placement is more lateral into the subclavian vein as recommended by de Graaff et al. to avoid the entrapment or kinking of the CVC. A more lateral approach leads to insertion of CVC into the subclavian vein through axillary vein. This approach leads to traversing pectoralis minor muscle and other soft tissues depending on the distance and angle of insertion into the vein. [5] The point of skin fixation and the length of catheter through pectoralis minor and soft tissues make
